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Comment on: Upper eyelid 
levator‑recession and anterior 
lamella repositioning through the 
gray‑line – Avoiding a skin‑crease 
incision

Sir,
We read with great interest the article by Pandey et al.[1] The 
authors reported a case series of upper eyelid cicatricial margin 
entropion with retraction, corrected through a gray‑line 
approach only.

Anterior lamellar recession (ALR) is a well‑known conventional 
surgical method for the correction of the upper eyelid trichiasis 
and cicatricial entropion. It entails splitting skin and orbicularis 
oculi muscle from tarsus and conjunctiva, recessing the anterior 
lamella, and leaving the exposed tarsus bare. Interlamellar 
separation can be performed through eyelid crease approach 
[Fig.1], lid margin approach as performed in this series, or both.[2‑5]

We believe that the dissection through the upper lid crease 
incision and down to the lid margin is more effective for the 
following reasons. First, the lid margin is usually distorted in the 
upper eyelid cicatricial entropion with no identifiable gray line. 
Hence, this approach allows for more accurate and meticulous 
dissection at the lid margin, the site of pathology, without losing 
the tissue plane, or inadvertently cutting through the tarsal plate 
which may induce further cicatrization. Second, sometimes 
dissection continues beyond the lash follicles, peeling the entire 
anterior lid margin from the tarsus in cases of metaplastic 
lashes, and keratinization [Fig. 1]. This makes it valid for cases 
with distichiasis. Third, it allows for addressing concurrent 
dermatochalasis and other lid malpositions including lid 
retraction and ptosis though the same incision. Advancing 
dermatochalasis mechanically may affect the position of the 
lashes resulting in worsening of the entropion. With the ALR 
procedure through lid margin, the redundancy of the upper 
eyelid skin and the underlying orbicularis muscle may be 
aggravated  [Fig.  2]. Hence, excess skin and muscle removal 
through blepharoplasty have been recommended to prevent 
downward migration of the anterior lamella and provide a 
less bulky eyelid.[2‑4] And finally, lid crease formation with bites 
through the levator helps maintain an upward vector of traction 
to the anterior lamella and lash eversion.[5]
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Figure 1: The anterior lamella (skin and orbicularis) has been dissected 
off the tarsal plate beyond the lash follicles through upper eyelid crease 
incision

Figure  2: Recurrent upper lid entropion following anterior lamellar 
recession of the right upper lid due to anterior lamellar laxity with 
secondary dermatochalasis causing a rotational inversion of the lid margin



726	 Indian Journal of Ophthalmology	 Volume 66 Issue 5

Tamer Ismail Gawdat, Mostafa Mohammed Diab1

Department of Ophthalmology, Faculty of Medicine, Cairo University, 
Cairo 11728, 1Department of Ophthalmology, Faculty of Medicine, 

Fayoum University, Al Fayoum 63514, Egypt

Correspondence to: Dr. Mostafa Mohammed Diab, 
Department of Ophthalmology, Faculty of Medicine, Fayoum 

University, 10, George Nirose Street, El Mesalla, 
Al Fayoum 63514, Egypt. 

E‑mail: diabmmm@yahoo.com

References
1.	 Pandey N, Jayaprakasam A, Feldman I, Malhotra R. Upper eyelid 

levator‑recession and anterior lamella repositioning through the 
grey‑line: Avoiding a skin‑crease incision. Indian J Ophthalmol 
2018;66:273‑7.

2.	 Gawdat  TI, Kamal  MA, Saif AS, Diab  MM. Anterior lamellar 
recession for management of upper eyelid cicatricial entropion and 
associated eyelid abnormalities. Int J Ophthalmol 2017;10:1830‑4.

3.	 Aghai  GH, Gordiz A, Falavarjani  KG, Kashkouli  MB. Anterior 
lamellar recession, blepharoplasty, and supratarsal fixation 
for cicatricial upper eyelid entropion without lagophthalmos. 
Eye (Lond) 2016;30:627‑31.

4.	 Bi YL, Zhou Q, Xu W, Rong A. Anterior lamellar repositioning 
with complete lid split: A  modified method for treating upper 

eyelids trichiasis in Asian patients. J Plast Reconstr Aesthet Surg 
2009;62:1395‑402.

5.	 Ross AH, Cannon PS, Selva D, Malhotra R. Management of upper 
eyelid cicatricial entropion. Clin Exp Ophthalmol 2011;39:526‑36.

Cite this article as: Gawdat TI, Diab MM. Comment on: Upper eyelid 
levator‑recession and anterior lamella repositioning through the 
gray‑line – Avoiding a skin‑crease incision. Indian J Ophthalmol 2018;66:725-6.
© 2018 Indian Journal of Ophthalmology | Published by Wolters Kluwer - Medknow

This is an open access journal, and articles are distributed under the terms of 
the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, 
which allows others to remix, tweak, and build upon the work non-commercially, 
as long as appropriate credit is given and the new creations are licensed under 
the identical terms.

Access this article online
Quick Response Code: Website: 

www.ijo.in

DOI:
10.4103/ijo.IJO_176_18

PMID: 
***

without a skin‑crease incision in a “closed” manner by simply 
passing double‑armed sutures from the aponeurosis through to 
the skin crease.

We presented our series purely to remind readers that 
septum release and levator recession can be performed through 
a grey - line approach, where a blepharoplasty is not planned.
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Response to comment on: Upper 
eyelid levator‑recession and anterior 
lamella repositioning through the 
gray‑line – Avoiding a skin‑crease 
incision

Sir,
We thank the authors[1] for taking the time to read our paper[2] and 
for their valuable observations. The authors suggest a skin‑crease 
approach which improves navigation to the lid margin. We would 
agree that for inexperienced surgeons, a combined approach 
improves accuracy. However, this technique is an option for more 
experienced surgeons interested in avoiding a skin incision. In 
our experience, accurate dissection at the lid margin can only 
be initiated with accurate placement of a lid margin incision. 
Approaching the lid margin purely through a skin crease leads to 
inadvertent exit through the skin or tarsus. With more experience, 
once past the lid margin, lamella dissection can be easily 
continued purely through a lid margin approach, thus avoiding 
a skin‑crease incision. This approach is mainly indicated for 
cicatricial margin entropion. In such cicatricial cases, we would 
question the rationale for performing concurrent blepharoplasty 
as mild/moderate dermatochalasis would have no consequence 
to the outcome of correcting cicatricial margin malposition. 
This approach is obviously inappropriate for cases with severe 
dermatochalasis, and we specifically excluded cases from this 
series who required a concurrent blepharoplasty. We agree that 
the case with dermatochalasis in your report  would perhaps 
benefit from a small concurrent blepharoplasty, and therefore, 
a skin‑crease incision would provide further exposure.[3,4] 
A skin‑crease reformation, if required, is not necessarily an 
indication for a skin‑crease incision. This can easily be performed 
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